This paper examines elements of mistrust, blame and suspicion among patients and providers in the South African health system which affect practice and policy development. Using stories told by patients and providers in Cape Town, Johannesburg and Bushbuckridge, it examines how suspicion is constructed and how others are blamed for adverse outcomes. This paper sets a conceptual framework which examines the attribution of blame in contemporary social and political life, the narratives of 45 patients receiving HIV/AIDS, TB or maternal delivery services and those of 63 providers dealing with similar treatments and arranged across a series of facilities, clinics, hospitals and mobile vans were constructed and shared with participants. These narratives form the basis of the results sections which examines suspicions among both providers and patients with the former seeing the latter as having no respect and regard and providing poor care and access to grants. Providers saw themselves as highly stressed but diligent with service challenges being blamed on patient ignorance, unreasonable demands and failure to follow medical advice. The paper ends with a discussion on how to limit mistrust and reduce suspicion through more co-operative provider-patient relations and what this kind of evidence means for decisionmakers.
Introduction
Some twenty years after the dismantling of the Apartheid state, South Africa remains a deeply divided society. Tremendous gains have been made with respect to reconciliation, human rights legislation and the distribution of scarce resources, such as those of health care. South Africa exemplifies a country that has undergone a difficult health transition with remaining issues of infectious diseases, high maternal and child mortality, and the rise of non-communicable diseases. These issues are influenced by the country's colonial and apartheid past and exacerbated by recent demographic and economic changes. The adoption of neoliberal economic policies has resulted in modest economic growth, though high unemployment and growing income inequality persists. Yet basic services have been expanded, and about a quarter of the population now receives social and welfare benefits and grants. Decision-makers need evidence and understanding of the challenges of meeting these goals. In fact, the South African constitution entrenches the rights of access to health care with no one to be denied emergency treatment. But despite some positive developments, health problems and social inequalities rooted in poverty persist (Coovadia et al., 2009) . These positive developments must not be overlooked: nor must the South African system's reengineering and reengagement through primary health reform, the development of national health insurance and the commitment to address inequities in health care.
South Africa has similar socio-economic and health issues as many other middle-income countries with great inequalities between rich and poor. But it remains a corporatist state. The corporatist debate in and about South Africa emerged in the mid-1990s and has not really gone away (Desai & Habib, 1997; Louwrens, 1996) . Corporatism is a system of interest representation based on non-competing groups officially sanctioned and subsidized by the state. Channels of influence are not open equally to all, and individuals outside those channels may be denied representation, influence or resources, while those within can gain great advantage through preferential, sometimes corrupt practices. The conundrum in South Africa is that the post-apartheid constitution provides rights to all for equitable treatment. It is the purpose of this paper to examine this relationship between the rights enshrined by citizenship and the practices and proscriptions shaped by the corporatist state. In some ways, the ideal democratic state has been subverted by a rational state with its offices, hierarchies and strict rule enforcement within which some actors and institutions are favoured more than others (Olsen, 2009 ). We present a microcosm of these relationships as the poor deal with scant health care provision. We bring their voices to policymakers in the commonly understood ideas of awareness of citizen needs and citizen involvement in their health care decisions. This is especially the case as social and political context in South Africa may well reduce trust and make some suspicious of others who seem to benefit greatly. We explore these issues from the perspective of "explanations" of why things are as they are. Who is to blame? Of whom are individuals suspicious? Why are different groups mistrusted? Do these issues damage reform? There is certainly evidence from other marginalized populations which suggests that past experiences of being mistrusted and being accustomed to being mistrusted can result in suspicions of unfair treatment (Ní Raghallaigh, 2013) . The paper thus establishes the framework of blame, mistrust and suspicion before discussing setting, methods and analytical framework of narrative. After presenting the findings, their implications are examined for theory and policy-making and practice.
Trust is a vital component in all social interactions, specifically caring ones as between health care provider and patient (Rowe & Calnan, 2006; Gilson, Pamer, & Schneider, 2005) . But in post-apartheid South Africa there exists a dualism between the rights of democracy and the customary practice of corporatism. For many 20 years of democracy have changed little so there exists mistrust on the part of the populations on the intentions and practices of political and bureaucratic elites. Their behaviour is seen as self-serving and not only are there suspicions of intentions but apportioning blame for poorly serviced health care. Blame (the attributing of fault and censure to those deemed to not acting responsibly) may result when envisioned reality (entitlement to respectful treatment) is challenged by the "facts" of provision (treatment denied or poorly delivered). These "facts" are often seen as discriminatory or anomalous and can be rationally explained (away). Those seen as responsible for disrupting our envisioned reality are blamed for any perceived suffering and injustice, especially when all clients must be treated equitably. In this way, someone or thing can be blamed for any problem, this being something of which practitioners must be aware. For the patient, the provider's actions or inactions have a personal impact, worsened by the provider appearing to be actively playing a positive role (Keaveney, 2006) . The provider is seen as being in charge, with control over the patient's treatment and hence blame-worthy if there are harmful consequences with potential impact on trust (Alicke, 2008; Lagnado & Channon, 2008) . The provider is thus the "cause" despite their being part of a specific culture and health care system and may lose the trust of their patients. These responsibilities are socially conferred, pointing to the inferences drawn about others (Morris, Menon, & Ames, 2001) . These inferences in turn permit a spreading of blame (Tetlock, Self, & Singh, 2010) . This has been well-expressed by Lau (2009) in the context of the United States. Yet several identified elements resonate with our case. In South Africa, there has been a rights revolution, channelled by the dismantling of apartheid and the passing of the new Constitution. The country has become neo-liberalist with a reduction in public provision and a demand for individual reliance (Bond, 2013) . The media plays a role in, largely, denigrating the health care system. Furthermore there is significant attention paid to the accountability of providers, (especially at the treatment level) who have been charged with a duty to care (Rowe & Moodley, 2013) .
But this duty to care is complex not only in terms of the mechanics of treatment but also with respect to the finite time and resources that providers have available to look after patients. Providers may see their behaviour as a form of implicit rationing, providing services for those they see in greatest need (Ham & Coulter, 2001) . Furthermore, there is little litigation in South Africa if treatment leads to adverse outcomes. These legal rights are barely known among patients. There is not, in most cases, an efficient system for reporting error and follow-up. Elsewhere, many providers do not report such problems or have the means to report (Perloff et al., 2006) . In industrializing societies, providers may also act in an inequitable way, providing different care to different patients as dissimilar outcomes are expected (Kaler & Watkins, 2001) . Some providers (e.g. nurses) may need to feel respected because of their inferior status vis-a-vis other providers and their past more highly regarded circumstances. Most providers provide at least adequate and reasonable service to most patients. And many of patients express satisfaction with treatment. Yet if something goes wrong and they are held responsible for a health issue or treatment mistake, they may seek to avoid blame. In this case, blame is directed at patients who, it is claimed, do not follow instructions, arrive at the right times or take their treatments in the prescribed ways. They may also blame other individuals for not doing their jobs well or the system itself in not providing sufficient resources to treat all patients well. Blame does not disappear. It is transferred.
In such situations, blame attribution describes the process of making sense for both patients and providers of why events have occurred in the ways that they have (Witt, 1991) . So when faced with uncertainty, people have a tendency to explain the cause of these events in an effort to control or adapt to their environment. These explanations motivate their subsequent behaviour (Heider, 1958) . With successful outcomes, these beliefs, shaped by societal context and history as well as provider-patient expectations, can lead to trust being developed and maintained. That depends on institutional history and capacity as well as individual characteristics (Gilson, 2006) . If not, blame and distrust (doubt or suspicion that any confidence in another person or agency is misplaced) co-mingle and are difficult to dislodge once formed (Hatzakis, 2009) .
How are blame and distrust manifested? Certainly for patients, they are manifested in suspicion. Distrust, a lack of confidence in providers, leads to the belief that providers may harm, or not care about, one's welfare. A key dimension of health reform must be an explicit recognition of these suspicions. Conversely, many providers in South Africa treat patients with suspicion as they may default from care. Suspicion is one of the central cognitive components of distrust (Deutsch, 1958) . Fein and Hilton (1994) argued that suspicion can be triggered by situations where perceivers have forewarnings that another might be insincere or untrustworthy, in which their expectations have been violated, and when they recognize situational cues or possess contextual information that suggests another might have ulterior motives. Those who are distrustful and suspicious are not however irrational (Kramer, 1999) . Suspicion then is a state of uneasiness and uncertainty that things are not right or as they should be. So individuals act as intuitive scientists, attempting to draw reasonable inferences about others' trustworthiness and willingness to treat others fairly. And as Burkitt (2010) notes, those who feel they were let down by others on many occasions may approach all future relationships with suspicion, fuelled by distrust. The others (the same or different providers) in those future relationships may wonder why the individual is so guarded when they feel to have approached them with openness and acceptance (Burkitt, 2010) .
Such responses-combined with the sheer number of patients and limited opportunities for establishing rela-tionships-may often lead providers to see the patient, not as s/he appears to be but to treat them as a social category, a failure to recognize patient rights. Such categorization may heighten distrust and suspicion between individuals from different groups. The provider can view the patient as an "outsider" with little knowledge of their honesty, reliability, or, and trustworthiness. The mere fact of categorization and perceived differentiation may create presumptive distrust with providers being suspicious of some patients' "worthiness" to receive appropriate care. This may result in a spiral of increasing suspicion as patients may reversely distrust the organizations themselves. But with limited resources, patients have little choice in where they go for services. Their unmet or violated expectations lead to a further diminution of trust, a growing belief of the denial of entitlements, and an increase in blame attribution. In this paper, therefore, we explore the ideas of blame and trust seen through a lens of suspicion that other individuals or agencies in the interactions are not acting as they should, making in our view re-engineering of care problematic. We provide examples of these ideas in the experiences of both patients and providers, noting that both groups exist in a rational, hierarchically organised society yet entrenched equality of treatment in a democracy. Before this, however, we provide background on the research setting and the employed methods.
Methods
This research is part of a five-year research study that included both quantitative and qualitative data collection strategies in several provinces of South Africa (Cleary et al., 2012; Fried, Harris, & Eyles, 2012) . This paper draws on the qualitative data, using in-depth interviews with 45 patients (CEOC-16 patients; TB and ART-29 patients accessing tuberculosis (TB) treatment and antiretroviral (ARV) therapy) and 63 providers from twelve health facilities in three health sub-districts in South Africa-two urban (Cities of Cape Town (Western Cape) and Johannesburg (Gauteng)) and one rural (Bushbuckridge, Mpumalanga). These facilities were selected from a larger number of health care institutions with the aim to include different facility sizes, management styles as well as geographical and community characteristics. We consider access to three tracer treatments-TB, Antiretroviral Therapy (ART) and maternal deliveries-because they deal with complex, conditions that require ongoing or sustained engagement with the health system.
The data were collected between June 2009 and July 2010. Ethical clearance was granted by the Universities of Cape Town and Witwatersrand, and the relevant South African Provincial Health Research Committees. Study permission was also received from local government and district managers, as well as heads of the health facilities involved. Informed, written consent was obtained from all individuals interviewed. All interviews were anonymized and stored on a secure server available only to the research team. Pseudonyms were assigned to people and facilities to protect confidentiality.
For patients, we used an interview guide to encourage the telling of illness/pregnancy trajectories and treatment/delivery experiences within the context of everyday life: relationships, support networks, employment, education, and political transition. Appendix 1 is illustrative and the types of questions we asked and the purposes behind the questions. We were particularly interested in the challenges faced by people accessing TB, ART and maternal delivery services successfully, that is, those who were adherent to treatment or delivered in an appropriate facility and unsuccessfully, meaning treatment interrupted or babies born before arrival (BBA) at a facility. We therefore purposively sampled and recruited participants through facilities, community health workers, and local HIV/AIDS support groups, to reflect a diversity of access experiences. For TB/HIV, fourteen men and fifteen women were interviewed, of which half were "successful" users (with no self-reported missed collection or taking of treatment). Mean age of patient participants was 37, with the youngest aged 23 years, the oldest 64. We interviewed nine patients that were HIV-positive, twelve that had TB and an additional eight patients with both known TB and HIV-positive status. For CEOC, 16 women were interviewed, half of whom delivered in clinics or hospitals, and half at home or en route to a facility (born before arrival). Three quarters of these births were live but four of the women lost their babies during birth.
Patients were interviewed in their home languages by trained fieldworkers, at/outside health facilities, in their homes, or other "sites of engagement" (for example, a coffee shop in a shopping mall), where people felt comfortable to talk. Interviews were audio-recorded and lasted between 45 minutes to 1.5 hours of "recorded time" although there were often delays and interruptions-small stories of daily life-that prolonged each engagement. These provided important insights that were discussed in weekly team debriefings. Weekly meetings were held with the field workers to assess the operation of the project as well as the translation of the interviews into Eng-lish. Transcripts then underwent a first analysis by several team members to prepare a follow-up interview aimed to gain an impression of treatment progress and to clarify patients' narratives. However, given their complex life circumstances, not all patients could be traced successfully. After the transcription of patient interviews, the co-authors analyzed and coded all interviews using Atlas.TI or NVivo. To ensure rigor, we shared and evaluated the codes throughout, ensuring that we achieved good congruence. In selecting these narratives, we have tried to give voice to as many participants as possible. We recognize the constraints of second-language translation and, for clarity reasons, made minor stylistic and grammatical changes.
Sixty three providers (20 TB services, 21 ART and 22 CEOC) were interviewed about their career paths and understandings of patients and their lives. Additionally, one focus group took place with twelve community health workers in Bushbuckridge, covering similar issues. Audio-recorded interviews were conducted, translated and transcribed by researchers or fieldworkers. Weekly meetings were held to assess the operation of the project. Participants were identified through facility observations and were purposively selected to reflect a range of age groups, levels of seniority, and length of service. Interviews took place in health facilities (the working environment) for approximately an hour, although this varied according to provider availability. As with patients, delays and interruptions extended our interview time beyond the transcribed product, richly illustrating the daily context of health care provision. The co-authors analyzed and coded all interviews using Atlas.TI or NVivo. To ensure rigor, similar procedures as with patients were adopted.
Narrative Analysis
A narrative framework was adopted as this approach is well suited to understanding experiences of a disease. Common in the social sciences and humanities, narratives are being increasingly used in health research. This approach involves the understanding of personal stories, always conceived and told from a distinctive personal and cultural setting (Bury, 2001; Charmaz, 2004) . Bury (2001) argues that narratives themselves can normalise life, provide a sense of worth or be used to obtain resources. They also express the providers' views of their worlds.
The analytical task of narrative research is therefore to convert stories into narratives through actively listening to, and interpreting, textual voices (Scollion, 1995) . While interpretation starts within each story, it is not devoid of context but rather strives to make sense of personal experience in relation to cultural discourses (Fairclough, 1992) . Stories can show the contradictory and shifting nature of hegemonic discourses, which we tend to take for granted. Stories are thus interpreted in situ and are often compared to similarly-located stories to gain a richer understanding of the situation, as well as the identities generated in specific contexts. We interpreted these stories by closely reading and listening to, then comparing, different voices in this context of provider-patient interaction. Our resultant narratives are one interpretation. However, rigorous a narrative research is not devoid of methodological rigour or "trustworthiness". It can indeed possess validity (Onwuegbuzie & Leech, 2007) . Interpretation needs to be grounded in the texts analysed and tested against other explanations and a-typical cases, to show its feasibility. In our analysis, we embarked on an iterative process of interpretation by collectively sharing and debating our understanding of the stories in light of the theme of how patients and providers regard one another and how this affects interactions and treatment relations.
Results

Suspicion among Patients
In the following narratives, we set out those occasions in which patients regard providers and the health care system with mistrust and suspicion. These may direct views and experiences and potentially to providers being blamed for appearing to provide inadequate care. These include failure to see a doctor when expecting to see one; not being informed of adverse outcomes; being treated disrespectfully by providers; among TB patients the suspected use of sputum by other patients and staff; not qualifying for grants or being denied access to grants by providers; and other patients queue jumping.
No Respect
The most common occurrences were experiences of being treated with little respect or as ignorant of care needs or system operation, usually irrespective of how others were treated. No respect is often viewed suspiciously as it means patients are often treated as objects and responsible for their own illnesses and others are perceived as enjoying better treatment and share of resources. Such experiences may themselves lead to defaulting from treatment.
" In such a case, the patient blames some of their problems on the unhelpfulness of the staff, noting that their actions had led staff to comment that the patients had not fulfilled their "duties" as a client so they were no longer responsible for their care. Furthermore, overall impoliteness, manifested as perceived rudeness to sick people can have the effect of increasing mistrust and suspicion, often leading to tension in the waiting area. With staff waiting to blame patients for doing things incorrectly, i.e. not fitting in this staff notions of correct behaviour.
The provider may lose patience with the patient, ignoring their life circumstances, i.e. working and disrespect over use of patient's time. This disrespect of patient time leads to the suspicion that they could wait all day and it would not matter to provider:
Patient 18a talks of their TB tablets:
"Like today if I feel it is a distance and at first they told me she will be there at three o clock and I went there three o clock and they told me no after six and I came back to the clinic because I did not get my pills I had to wait for strength to come here and I told them here and they said they will talk to her and I got an answer that she will be there at seven o clock in the evening because she is working. I can't make it, it is dark that time and it is far and there is no way I can go there." Patient 1a and, Patient 41b talk about the lack of respect and dereliction of duty: "The reason that made them to keep quiet is that some of the nurses are very hard, when you talk to them they just ignore… patients. … It is like when you find that the complainant is bedridden and tries to call the nurse next to s/he and the nurse just leave without attending to that patient…" (PA41b)
This lack of attention to duty can lead to patient being seen as a non-person with few abilities to treat themselves:
"
No MOU that was so offish with the patients … they are moody and I could see, if they see you are single then they treat you as a child… I went in the night and the security said I must wait and the sister came to call me and she said I must get undressed and go to the loo and she gave me a urine container and I went to urinate and she told me to lie on the bed but I must remove my panties and when I was lying with my legs opened to her because I didn't know how to lie she was yelling at me and told me how can I lie in that position because she was not going to look there and she was laughing with the other nurse…" (PA15)
So much connected with patients seemed too much trouble. When staff ignore pain, laugh, and chastise their behaviours, it is not surprising some patients lack trust in the care provided, feel unwanted and present a bother, leading to a suspicion of not caring, even undermining the ways in which patients see themselves and their identities (PA27).
Poor Treatment
For some patients, this lack of respect means that staff are not trusted and their skills and the treatment regime are in doubt. Suspicion is deepened and some staff are blamed for this poor state of affairs. Patient PA8 reports that lack of trust can also stop patients discussing side effects and treatment complications, reducing the chance of addressing underlying issues or of adjusting treatment schemes to ensure success.
There is in some cases little continuity in the staff which treats patients. Suspicions are elevated by this for both nurses and doctors who may seem distant from patients: here again, contributes to eroding patient trust. Doctors are perceived as incompetent with poor interpersonal skills, with PA34 reporting the prescribing of treatments without any examination.
Poor Grant Intermediaries
These suspicions about competence are exacerbated as doctors and nurses are not only important for medical treatment but also for timely access to monetary resources such as grants. In some ways, staff can be blamed for patients having to live in poverty with their illnesses:
" 
must take my pills and after that they sign if they want to then they will give me tomorrow's pills I just told them straight I can't come tomorrow I can't make it I can't walk every day so far and the same distance back I can't" (PA18a) "And what did the nurses say?" (Interviewer) "They said I must make a way to come to the clinic, I must just come there is nothing they can say I must just come if I want to be cured…" (PA18a)
But this regimentation is limited to hours that suit the providers or clinics that have been demarcated for specific populations at specific times, adding not only to poor treatment but eroding trust and increasing the suspicion that the health professionals are simply filling time in ways that suits them best (PA24).
Patients appear to be treated like objects with little feeling, exacerbated likely the difficulty of dealing with death. After a very difficult labour, "They did not give me the baby.
I was exhausted and I kept on telling her give me the baby!, and I even asked if they have given him the baby drops because they were supposed to give him Neviropine for seven days and I kept on pushing and insisting to see the baby well they said the baby is fine and I should not worry at I think it was eleven when baby was born and after a couple of minutes I wanted to get off the bed I did not realizes that I could not walk and I saw a nurse coming with a doctor and for some reason I felt that something was wrong but I did not want to dwell on it. … the other nurse asked me how was the baby when it came out, was the baby crying? And I said no he wasn't crying and then they kept quiet and something came over me I could feel there was something wrong but I didn't want to assume you know, and the doctor said we tried to wake him up but we could not make it and I was like almost in disbelief and she took the file and showed me the file and I realized that it wasn't my file so for a moment I thought they made a mistake, and the doctor asked the nurse what is the tag on the baby's hand written and nurse said baby Mpofu and I was like it can't be my baby. … I was angry and I won't say that I was not. So on Friday morning they came to fetch me … to check me and that I should get counseling. And I did not want to be there and my mother said there is no need for me to stay and that they wanted to prepare a funeral service for the baby." (PA27)
This final narrative encapsulates many of the behaviours that lead to mistrust and suspicion of poor care, inadequate communication, a remoteness bred by a self-serving approach to their jobs. If this is the context of the care received in these cases, then it is not surprising that providers become blamed for both the poor care and the context of treatment provision itself.
Suspicion among Providers
Providers, on the other hand, are suspicious of patient behaviour and their failure to live up to expectations or pursue recommended treatment, such as using muti and traditional medicines; patients thinking appointment system does not matter; expecting treatment to be available on demand; not respecting skills of staff; and being caught between the ignorance of patients and that of senior managers, with both groups being blamed for poor practice with the suspicion that patients are abusing the system and a level of mistrust with the ways in which senior managers act.
Patients Require Guidance and Are Ignorant
Patients are therefore often regarded by providers as ignorant or like children, not fully understanding the seriousness of their condition and unwilling to follow medical advice. There is a suspicion that they do not really want to get well and may want to abuse the system to obtain grants:
Overstretched but Caring Staff
Providers see themselves as run ragged by demanding and abusive patients, placing an undue and undeserved burden on staff that are already faced with limited human and other resources (PR50, PR4). Staff remain professional and calm, trying to ensure equity among patients seeing those with the greatest need first: "Eh they demand sometimes they are some of them are frustrated because of their condition and they will react sometimes they will even be very rude and so on yes but I came to realize these are patients who are having problems who are in a certain condition and I have to be very sensitive and understanding." (PR26) Providers thus see their competencies threatened by some of the practices in health care in South Africa today. They often see themselves as not being respected for their expertise and blame overwork for not being able to provide good, caring practice all the time. They blame ignorant patients for making too many demands about which they are very suspicious of the worth of their claims. Thus patients concerns are often delegitimized and their motives mistrusted. Ignorance and lack of medical understanding are blamed (Contamin, 2012) . Blaming patients for not knowing what providers are doing for them despite all the pressures they themselves face.
Discussion
Mistrust, blame and suspicion are responses to appearing to be treated poorly and inequitably in a system where (normative) expectation is of equitable treatment, especially in the aspirational environment of post-apartheid health care. The onset of democracy brought entrenched constitutional rights and these, despite significant progress, are deemed in short supply. The corporatist nature of South African society with its important, entrenched professions and ways of practice means providers may not be able to provide services in the ways in which patients expect (although little is known of patient expectations). If expectations are not met, mistrust about the ability of a service to provide may arise. The naive trust which patients may have in providers is challenged by limited and uncaring service. (Indeed this naïve trust may be an acquiescence in the face of little or no choice in treatment.) Patients may regard some providers as being unable to carry out their jobs. The growing importance of patients' rights and transparency and accountability principles in health care (certainly features of a neo-liberal stance) may lead to judging providers on the basis of conventional roles models of providers (expert, caring, available). Yet providers do not see all patients treating them with respect to these expectations. Patients are no longer always pliant: they lack trust in the services and become suspicious of interactions with providers and with how the health system itself responds to their perceived needs. But providers are under pressure too. They must provide care, meet targets and spend resources effectively. If they find it difficult to achieve this then they blame the ignorant patient and become suspicious of what the health system hierarchy demands of them. Some suspect they are being de-skilled, poorly regarded and in between the demands of the liberated patient and the constraining system. This is part of the health service microcosm that has arisen in the tensions between the post-apartheid acquistional democratic and past authoritarian past states. But a way forward may be not to develop trusting relations but to deal with mistrust. As Ivan Krastev (2013) says, "transparency is not about restoring trust in institutions. Transparency is the politics of managing mistrust." This may be difficult if service delivery concerns lead to the transfer of blame. This heightens mistrust, leading to suspicions and to transparency being problematic to operationalise.
Yet as part of transparency, it is likely that cooperative policy-and decision-making require multi-stakeholder governance with citizen involvement to increase democratic accountability and respectful behaviour for this constitutional and life-affirming right-access to available, affordable and acceptable health care. But part of this governance structure must involve detailed interrogations of the needs, wants and motivations of all stakeholders. What patient expectations are realistic? What incentives can engage providers to alter practice? These matters are very much part of the health care transformation now occurring in South Africa (McIntyre & Ataguba, 2012) in which quality of care and respectful relationship are as important as increased availability of medical resources. In fact, we argue that while some practitioners know of these issues of trust and suspicion many policy-makers appear not to take these matters on board as they create policy initiatives and transform management. In its National Development Plan, South Africa recognizes the need to build a capable state through creating better management practices and strong manager-administrator linkages (National Planning Commission, 2011 ). Yet the plan reads as a top-down policy. Although it recognizes the need to transform service delivery for citizens, they go unaddressed in building this state. Such co-operation is needed as our study shows to overcome suspicion and distrust. If this is not the case, it is likely that suspicion and mistrust will grow.
Conclusion
In this paper, a qualitative approach has been employed to permit the narratives of patients and providers in ART, TB and maternal services to reveal some of the tensions present in the delivery of health care in the public sector in South Africa. The country's unique past of the apartheid state as well as its transformation to a democratic state has shaped these interactions between patients and providers. Modes of professional training remain steeped in the past while the last 20 years have seen a growing sense of entitlement among poor, black citizens. These conditions and perceptions point to the importance of blame, mistrust and suspicion in provider-patient interactions. Patients are suspicious of providers because of their disrespectful, uncaring treatment while providers see patients as often ignorant and not caring if they get better or not. The mistrust and apportioning of blame seem to be enhanced by these suspicions and changing these relationships and perceptions is an uphill task.
